result in aneurysmal formation. Most often this condition coexists with arteriosclerotic degeneration of the aorta or the major arteries.2-4 Of equal importance and more frequently recognized is the clinical entity of elongation and tortuosity of the aorta and the major arteries, secondary to degenerative changes of the blood vessels.5' 6 In patients who have conspicuous elongation of the aorta or arteries, tortuosity is often demonstrable.
In the carotid artery, elongation and tortuosity are fairly common.7' 8 Actually, for some time, the frequency of such findings prevented their recognition as significant factors in cerebral insufficiency. In 1925, Kelly9 postulated that increased tortuosity of the carotid artery was a result either of embryologic error or of arteriosclerotic change. With the increasing use of arteriography, many patients have been found to have twisted or kinked carotid arteries, and the relation of this finding to cerebral insufficiency has become apparent;' however, attempts at surgical correction were for so long unsuccessful that lesions of this type came to be considered untreatable by surgical means.
Carotid insufficiency because of tortuosity of the artery has recently been diagnosed at John Sealy Hospital in several acutely ill patients with strokes. Cerebral damage is evaluated at the pbvsical examination. Palpation of the carotid artery, both externally and laterally in the pharynx, may sometimes but not always be informative. The vessels should be palpated with the patient's head in all possible positions. There may be areas of tenderness near the carotid sheath. If oile carotid artery is impalpable, nothing but trouble can be gained by occluding the other ; however, if both are palpable, occlusion of the artery on the side shown to be insufficient can be a helpful procedure if correctly performed. The patient should be seated, and looking into the examiner's eyes. The subject is asked to report any unusual feeling, and, when he does so, the artery is immediately released. In anv case, the artery should be compressed no longer than 10 seconds. This procedure is most helpful in ruling out other causes for cerebral insufficiency besides unilateral carotid oceluLsion, and often a patient will state that the exact symptoms are reproduced by this maneuver. The patient is then instructed to rotate the head to the extreme right and left, as well as to the extreme positions of flexion and extension. Patients are told to maintain the extreme position for a period of 15 to 20 seconds to determine if any of the previously experienced sensations will result. It is important that the examiners remain on each side, so that, if syncope occurs, it will not result in a fall. Instruction of the patient to return the head to a neutral position at the first evidence of dizziness or neurologic sensation is necessary, in some instances, to prevent a syncopal episode. 
Correction
Under either local or general anesthesia, the entire carotid sheath is exposed. The artery should be palpated thoroughly, with the head in all positions, before the sheath is opened, since release of the binding fibers will often correct the occlusive link. Pressure determinations should be taken proximal and distal to the suspected occlusion whenever feasible. The sheath is then opened and the artery is freed upward. Usually the kink can be corrected by superficial transplantation of the artery, with a slip of sternocleidomastoid muscle inserted beneath to anchor the artery in the desired position. Repeated pressure determinations will indicate how much of the obstruction is alleviated. The patient's head should then be moved into different positions to see if the kinking will recur. The carotid sheath is not closed, and the soft tissues are closed only very loosely in order to allow drainage. It is important to explore the entire carotid tree, as the kinlk may be located in any of a niumber of sites.
Circulation, Volume XXV, May 1962 as illustrated by case 2, in which the carotid was kinked at its origin. Summary With proper diagnosis based on history, physical findings, and arteriographic and pressure studies, it has become apparent that carotid artery kinking is a more commoni cause of strokes than was formerly believed. Because kinking is easily corrected, every patient with stroke deserves examination sufficient for determination of whether the carotid arteries are kinked. Two cases are cited in which multiple syncopal attacks were relieved when flow past a kink in the common carotid artery was reestablished.
